The Affordable Care Act (ACA) may be the most important health law statute in American history, yet much of the most prominent legal scholarship examining it has focused on the merits of the court challenges it has faced rather than delving into the details of its priority-setting provisions. In addition to providing an overview of the ACA 's provisions concerning priority setting and their developing interpretations, this Article attempts to defend three substantive propositions.
Fairness to
In drafting the Affordable Care Act (ACA), policymakers faced delicate and politically explosive tradeoffs between expanding access to medical care and controlling the ever-increasing cost of that care. This Article conducts a detailed examination of several provisions of the ACA, introduced as the ACA traced its tortuous path from introduction to enactment, that limit the healthcare system's use of cost-effectiveness analysis, a technique that quantifies the cost and expected benefit of medical interventions and enables actors within the system to set priorities. 1 Part I of this Article introduces three representative patients and presents the problem of priority setting in healthcare. Priority setting takes place at a variety of different levels within the healthcare system, ranging from basic science research to federal policy to individual physician-patient interactions. And priority-setting decisions can potentially save-or cost-more lives than even some of the most discussed innovations and mistakes within medical care.
Part II then turns to the text of the ACA, analyzing a variety of provisions that regulate the priority-setting options of different actors in the healthcare system. Part II.A discusses provisions that prevent the Patient Centered Outcomes Research Institute (PCORI) from employing priority-setting approaches that disadvantage people with disabilities. Part II.B discusses similar provisions that restrict the considerations Medicare can employ when making reimbursement or coverage decisions. Part II.C discusses restrictions on priority setting for essential health benefits. Part II.D discusses priority setting for health plans offered through Health Insurance Exchanges. In discussing these provisions, I draw on parallels with both tort and antidiscrimination law. My ultimate concern is that these provisions generate an inconsistent set of priority-setting rules that threaten to hamstring cost control efforts without substantially improving population health.
Part III offers solutions to the challenges that the provisions discussed in Part II pose. Part III.A proposes an approach to cost-effectiveness analysis that avoids disadvantaging people with preexisting disabilities in a manner prohibited by the ACA. Part III.B discusses when considering age in priority setting is and is not appropriate under the ACA. Part III.C discusses how cost-effectiveness analysis can equitably respond to the different healthcare needs of different groups within a 
population.
In addition to providing an overview of the ACA's provisions concerning priority setting and their developing interpretation, this Article attempts to defend three substantive propositions. First, I argue that the ACA is neither uniformly hostile nor uniformly friendly to priority-setting efforts that promote cost and quality. Second, I argue that the ACA does not take a single, unified approach to priority setting; rather, its guidance varies depending on the aspect of the healthcare system at issue (PCORI, Medicare, essential health benefits) and the factor being excluded from priority setting (age, disability, life expectancy). Third, I argue that cost-effectiveness can be achieved within the ACA's constraints, but only by adopting new approaches to costeffectiveness and priority setting. While several authors have criticized the prevailing cost-effectiveness approaches used in medical contexts as insufficiently sensitive to important normative considerations, 3 these criticisms have had little force because the prevailing approaches are widely adopted and easy to operationalize. By limiting the use of standard cost-effectiveness analysis, the ACA makes the need for workable rivals to cost-effectiveness analysis a pressing practical concern rather than a mere theoretical worry.
A few commentators on the ACA have noted the provisions I discuss, 4 as have some commentators on comparative effectiveness and cost-effectiveness in medical care more generally. 5 Some of these authors regard the ACA's priority-setting provisions as largely or completely precluding the use of cost-effectiveness analysis, 6 while others regard these provisions as ineffectual window dressing that fails to set meaningful limits on the choices of healthcare decision makers. 7 Even though prioritysetting provisions affect a wide swath of actors in the healthcare system-ranging from private insurers to administrators to potential litigants challenging insurance decisions-legal scholarship has yet to discuss them at length. In particular, no article has yet discussed the United States Department of Health and Human Services' Final Rule that codifies the ACA's provisions, nor has any discussed the question of how far the ACA extends the antidiscrimination paradigm into the fields of health insurance and medical care. In this Article, I both provide a systematic analysis of these provisions and begin a broader conversation. priority setting for essential health benefits reflect antidiscrimination commitments); James Dabney Miller, More importantly, this Article offers novel positive solutions to the problems that these provisions pose. These solutions have applicability not only for the growing field of legal scholarship surrounding the ACA, but also for empirical and conceptual work on cost-effectiveness more generally. This Article explores alternatives to traditional cost-effectiveness analysis, which could help healthcare priority setting accord better with public preferences as well as with antidiscrimination goals.
II. PRIORITY SETTING IN MEDICAL CARE
Imagine three cancer patients: * Alice, 70, has breast cancer. Untreated, her life expectancy is estimated at five years. Treatment could cure her cancer, but, because of her advanced age, would add only five years to her untreated life expectancy. * Bill, 60, has metastatic prostate cancer. Untreated, he can expect to live for three months; treatment could add five years to that estimate.
VA. L. REV. 547, 548 (1983) ; see also Thomas B. Leary, Comm'r, Fed. Trade Comm'n, Special Challenges for Antitrust in Health Care, Address at a Forum on Antitrust and Health Care (May 15, 2003) , in 18 ANTITRUST 23, 25 (2004) ("Triage is still something that is hard for people to contemplate outside a battlefield because of the innate reluctance to acknowledge any limits on the 'value of a human life,' but a market system that tends to give priority to cases where the treatments are most likely to succeed may be better than the alternatives. In fact, for certain special medical procedures, like organ transplants, this seems to be the way treatment is rationed today.").
'o Examples of statutes addressing priority setting in a pandemic include, 42 U.S.C § 247d-1(b) (2012) (discussing the need for "estimates of high priority populations, as determined by the Secretary, in State, local, and tribal jurisdictions in order to inform Federal, State, local, and tribal decision makers during vaccine shortages and supply disruptions") and ARK. CODE ANN. § 20-10-1304(d)(2) (2014) (noting that "during the outbreak of a pandemic disease, the department may enforce vaccine priorities necessary to limit the loss of life among citizens and to contain the spread of the disease"). For scholarly commentary, see Carl to "establish membership criteria and medical criteria for allocating organs and provide to members of the contexts: physicians' decisions about which tests to order, how much time to spend with a patient, or which treatments to prescribe all reflect judgments about priorities. 12 Priority setting at other levels of the healthcare system affects patients' options as well. A 1969 student note in the Columbia Law Review makes the point as well as anything since:
The decisions of particular hospitals or doctors in their selection of specific patients for an available treatment-decisions which might be characterized as "micro-allocation"-form only one aspect of medical resource allocation. Equally significant in affecting the ultimate availability and distribution of these resources are the determinations and underlying policies of a wide variety of persons and institutions-public and private alike-who are quite far removed from the immediate context of patient treatment. Congressional appropriations of research funds, the activities of national health organizations, state underwritings of specialized treatment costs, budgetary allocations within federal agencies maintaining public hospital facilities, and the adjustment of coverage by private health insurance companies are some of the activities which are part of the second phase of medical facilities distribution: the process of "macro-allocation." 13 Much of this priority setting, rather than establishing hard limits on whether a given patient receives a given treatment, operates by affecting the cost and supply of different treatments. Medical insurers may reimburse treatments for different conditions at different rates, 14 while formularies and practice guidelines may recommend some treatments over others and deny reimbursement for unproven treatments. 15 Value-based insurance designs, which reduce or eliminate copayments public an opportunity to comment with respect to such criteria"); Neal R. Barshes 711-14 (1994) . '3 Scarce Medical Resources, supra note 8, at 670-7 1. 14 See TEx. GOV'T CODE ANN. § 533.005(a)(2) (West Supp. 2014) ("A contract between a managed care organization and the commission for the organization to provide health care services to recipients must contain ... capitation rates that ensure the cost-effective provision of quality health care."); Carrao v. Health Care Serv. Corp., 454 N.E.2d 781, 786 (Ill. App. Ct. 1983) (noting that Illinois state law requires a healthcare service corporation to "make a vigorous, good-faith effort to contain rates of reimbursement to hospitals and other participating health care providers as well as to promote cost-effective alternative forms of health care" (emphasis omitted)).
" See FLA. STAT. ANN. § 409.91195(8) (West 2013) ("The committee shall develop its preferred drug list recommendations by considering the clinical efficacy, safety, and cost-effectiveness of a product."); KAN. STAT. ANN. § 39-7121a(b) (Supp. 2013) ("[T]he department of health and environment shall evaluate drugs and drug classes to determine whether inclusion of such drugs or drug classes in a starter dose program would be clinically efficacious and cost effective."); MINN. STAT. ANN. § 256B.0625(13)(d) (West 2007) (stating that decision makers considering whether to include treatments in the state's medical assistance formulary should evaluate whether the treatments are "necessary, appropriate, and cost-effective for the treatment of certain specified chronic diseases, conditions, or disorders"); N.M. STAT. ANN. § 27-2C-3(A) (West 2011) ("The department shall develop or implement a formulary or preferred drug list, taking into consideration the clinical efficacy, safety and cost-effectiveness of a product."); 32 C.F.R. § 199.21(c)(1) (2014) (establishing a committee to ensure that, within the TRICARE program, "the selection of pharmaceutical agents for the uniform formulary is based on broadly representative professional expertise concerning relative clinical and cost effectiveness of pharmaceutical agents"); see also Russell Korobkin, Comparative Effectiveness Research as Choice Architecture: The Behavioral Law and Economics Solution to the Health Care Cost Crisis, 112 MICH. L. REV. 523, 549 (2014) ("Many insurance plans come with for certain drugs or even pay patients to choose those drugs, may also provide patients with financial incentives to choose specific treatments.16 Even more general decisions in the healthcare system-such as which specialties prospective physicians are encouraged to pursue-also ultimately affect patients' access to care. 17 Priority-setting decisions can markedly affect the ability of the healthcare system to save lives, cure illness, and improve patients' quality of life. Directing resources toward treatments that save more lives and cure more illnesses has had, in many cases, a greater impact than the discovery of a new antibiotic or an innovative device. 18 As the medical ethicist Toby Ord observes:
If we can save one thousand lives with one intervention and ten thousand with another at an equal price, then merely moving our funding from the first to the second saves nine thousand lives. Thus merely moving funding from one intervention to a more cost-effective one can produce almost as much benefit as adding an equal amount of additional funding. 19 Ord's point is that moving funding from a less cost-effective to a more costeffective intervention can provide almost as much benefit as increasing funding for a more cost-effective intervention by the same amount. But his reasoning additionally suggests that moving funding from a less cost-effective to a more cost-effective intervention could provide more benefit than adding a lesser amount of additional funding, or than making a modest improvement in the efficiency or effectiveness of medical practice.
However, unlike the discovery of new antibiotics or surgical techniques, prioritysetting decisions are frequently controversial. This is because the great gains realized by shifting resources toward more cost-effective interventions entail lossespharmaceutical 'formularies,' for example, whereby drugs in more favored coverage 'tiers' require lower patient copayments, and drugs in less favored tiers require higher copayments or are even excluded from coverage altogether."). 16 See Korobkin, supra note 15, at 549-50 ("Using an emerging practice known as value-based insurance design ('VBID'), insurance companies and self-insured employers have experimented with offering reduced or even zero copayments for prescription drugs that, when taken as directed, are particularly likely to reduce future health care costs." (footnotes omitted)); see also 42 U.S.C. § 300gg-13(c) (2012) ("The Secretary may develop guidelines to permit a group health plan and a health insurance issuer offering group or individual health insurance coverage to utilize value-based insurance designs."); D.C. CODE § 31-3171.16(a)(1)(A)(i)(IX) (2001) (stating that the D.C. health exchange's advisory board should evaluate whether the exchange should employ a "[v]alue-based insurance design"); Public Comment Letter from Mark J. Ugoretz, President, ERISA Indust. Comm., to the Internal Revenue Service (Sept. 8, 2010) (on file with the Federal eRulemaking Portal), available at http://www.regulations.gov/#! documentDetail;D-IRS-2010-0017-0003 (noting that the ERISA Industry Committee "strongly supports the provisions that promote value-based insurance designs by permitting plans to impose cost-sharing requirements on out-of-network services"). 17 See MD. CODE ANN., EDUC. § 18-2805(b) (LexisNexis Supp 2014) (directing the office responsible for student loan repayment assistance to "prioritize funding for the repayment of education loans" to physicians practicing in underserved geographic areas or underserved specialties); VA. CODE ANN. § 32.1-122.6 1 (Supp. 2014) (similar state code); see also Ann Marie Marciarille, Healing Medicare Hospital Recidivism: Causes and Cures, 37 AM. JL. & MED. 41, 69 (2011) ("The shortage of primary care physicians is itself partly a payment systems failure that rewards specialists with much higher incomes-and concomitantly much higher professional status-than that accorded primary care physicians."); Thomas Win. Mayo sometimes substantial losses-for those who benefited from the less cost-effective interventions. 2 0 Put differently, priority-setting decisions, unlike medical innovations, are not Pareto improvements. 21 Those who believe they will lose under a given priority-setting regime frequently organize to oppose that change, even when their 22 victory leads to a less effective healthcare system. Consider, for example, Ord's suggestion that the money spent on providing surgical treatment for Kaposi's sarcoma, a cancer associated with AIDS, could save far more lives if instead spent on expanding access to antiretroviral treatments for HIV-infected individuals. 23 A proposal to put Ord's suggestion into practice would almost certainly draw fire from those who have a stake in continued public funding for the treatment of Kaposi's sarcoma: patients with the condition, surgeons specializing in its treatment, and associated advocacy organizations. This coalition might mobilize to entrench funding for Kaposi's sarcoma treatment and safeguard it against attempts to shift resources toward more costeffective treatments, just as other groups-such as breast cancer patients, 24 95, 95 (1993) ("As long as the health care system reform debate is cast as a zero-sum game, under which the current 'winners' in health care will either continue to 'win' or become 'losers,' the concentrated special interests that benefit from high health care costs will continue to obstruct change."). 23 ORD, supra note 18, at 2. 24 broadly popular, proposals to replace existing programs with more efficient alternatives frequently meet vigorous opposition from those who would lose out due to 21 the change.
The ACA, perhaps in recognition of the political power particular interest groups wield, contains no "death panels", 29 or "God Committees", 3° that set specific priorities for micro-level allocation, or that directly deny Alice, Bill, or Caroline access to treatment. Nonetheless, the ACA's provisions substantially affect the priorities that physicians, insurers, and other actors in the healthcare system pursue. By establishing which priority-setting factors may be used in establishing the list of essential health benefits, 31 the ACA shapes the landscape of medical care: if a category of treatments is defined as an essential health benefit, that category of treatments will be provided in 32 every plan that is a "qualified health plan' under the ACA. The same is true when the ACA sets standards for which factors can be employed in priority setting within Medicare. 33 The ACA also establishes-and establishes priority-setting standards for-the PCORI, which researches the comparative effectiveness of different treatments and publicizes its findings, thereby providing physicians and insurers with an important resource when setting priorities. 34 And the ACA regulates plans offered through government-established Health Insurance Exchanges ("Exchanges") in other ways; for instance, the ACA requires plans to permit enrollees to participate in certain clinical research trials. 35 Part II discusses in more detail these provisions of the ACA, which explicitly set healthcare priorities, or-more frequently-prohibit decision makers from considering certain factors when setting priorities.
III. HEALTH CARE PRIORITIES IN THE ACA
Many aspects of the ACA simply attempt to improve cost, quality, or access to healthcare for patients across the board, by increasing funding or focusing resources on I]n both the United States and abroad, a public backlash has occurred when available evidence calls for some degree of disinvestment or places conditions on access to or payment for care. In such cases, the research (and general overall approach) is seen as a potential threat to the interests of vested stakeholders, namely, organized medicine, industry, and patient advocacy organizations-groups who typically possess significant resources to influence policy makers."); cf David A. Hyman, Convicts and Convictions: Some Lessons from Transportation for Health Reform, 159 U. PA. L. REV. 1999, 2024 (2011) (quoting Laura Meckler, Obama's Health Expert Gets Political, WALL ST. J., July 24, 2009, at Al) ("Officials had been trying for years to cut payments to suppliers of oxygen and other medical equipment, which critics say are inflated. Yet when a new competitive bidding process was set to take effect last year, industry supporters in Congress were able to delay the plan. They are still fighting to block changes."). 29 preventing fraud and waste. Although these aspects may incidentally affect priority setting, their focus is not the distribution of benefits among patients. 37 This Article, in contrast, concentrates on provisions in the ACA that explicitly prohibit or require certain forms of priority setting, and thereby affect the comparative priority that specific health conditions-like those of Alice, Bill, and Carolinereceive in the healthcare system. The provisions I discuss in this Part pertain to four different aspects of the healthcare system that the ACA establishes or affects: PCORI, Medicare, essential health benefits, and the Exchanges. These provisions restrict the use of four different health factors for priority setting: disability I divide my discussion below into four subparts, focusing on PCORI, Medicare, essential health benefits, and Exchanges, respectively. I choose this organization, rather than organizing my discussion by health factor, in order to emphasize that the ACA issues different guidelines to different actors within the healthcare system. That the ACA directs one actor, like PCORI, to consider or ignore a given healthcare factor when setting priorities does not entail that it gives the same direction to another actor, like Medicare.
Interestingly, many of the provisions in the ACA that prohibit or require certain forms of priority setting represent an unusual consensus among a variety of actors in the healthcare system. Many were added through efforts by conservative Senators who opposed the ACA, such as Michael Enzi of Wyoming, and conservative lobbying organizations such as the National Committee on the Right to Life. 39 Yet they have been embraced by many more moderate and liberal causes, such as patient advocacy groups and advocates for persons with disabilities. 40 They have also met approval from 36 E.g., 42 U.S.C. § § 300gg-1 7 to -18 (designating the subheadings as "Ensuring the quality of care"
and "Bringing down the cost of health care coverage," respectively). 17 See 42 U.S.C. § 300gg-17. 38 See 42 U.S.C. § 1320e-1(c)(1) ("The Secretary shall not use evidence or findings from comparative clinical effectiveness research conducted under section 1320e of this title in determining coverage, reimbursement, or incentive programs under subchapter XVIII of this chapter in a manner that treats extending the life of an elderly, disabled, or terminally ill individual as of lower value than extending the life of an individual who is younger, nondisabled, or not terminally ill."); 42 U.S.C. § 18022(b)(4)(B) (listing the required elements for consideration in defining essential health benefits); 42 U.S.C. § 1803 1(e)(1)(B)(iii) (explaining how an Exchange may certify a health plan as a qualified health plan). 41 This complicates any sort of purposive or public meaning interpretation of these provisions. Looking to the intent of the legislators who introduced the provision might suggest an interpretation in line with conservative objections to cost-effectiveness, which have emphasized concerns about ill peopleparticularly the elderly-being deprived of opportunities to access costly, last chance 42 treatments. The public understanding of the statute, however, suggests that these provisions also benefited from support on more traditionally liberal grounds. These grounds include concerns about health insurers cherry-picking healthy patients, about the fair treatment of people with disabilities, and about ensuring that the health benefits offered through the ACA were valuable to a diverse cross section of the population. 43 Some have argued that the provisions I will discuss below in fact place few meaningful restrictions on the use of standard methods of priority setting, such as the use of quality-adjusted life years. 44 This argument has come both from those enthusiastic about the believed lack of restriction and those concerned about it.
Stephen Mikochik argues that the ACA broadly permits priority-setting methods that disadvantage people with disabilities:
Of the numerous instances where the Act authorizes adoption of quality measures, in one case only is the Secretary of Health and Human Services expressly forbidden from relying on comparative clinical effectiveness research that discounts the lives of disabled people. No comparable limit prevents the use of such research in developing best practices for the delivery of health care services. Even in formulating a national health care strategy, the Secretary is not prohibited from dimensions to prior federal laws regulating insurance and health plans and barring discrimination."); CONSORTIUM FOR CITIZENS WITH DISABILITIES, IOM ESSENTIAL HEALTH BENEFITS SURVEY RESPONSES 10 (praising the restrictions on considering disability within comparative effectiveness research as "very powerful language that is designed to ensure that normative judgments about the quality of life of a person with a disability are not used against people with disabilities when decision makers determine the essential benefits package"); Letter incorporating the findings of biased research when addressing gaps in comparative effectiveness information. 45 Mikochik views this broad permission as catastrophic, and argues for additional regulation. 46 Meanwhile, Nicholas Bagley agrees with Mikochik that the ACA places few restrictions on the use of cost-effectiveness analysis, but regards this as a desirable feature of the ACA. 47 Others have argued that the ACA substantially limits or entirely prohibits the use of cost-effectiveness analysis in the healthcare system. 48 The truth is somewhere in between. The ACA does place substantial limitations on the use of traditional cost-effectiveness analysis by certain actors in the healthcare system, and also fails to remove the limitations that other laws-most notably the Americans with Disabilities Act (ADA)-may place on cost-effectiveness analysis, particularly on methods that employ quality-adjusted life years (QALY) as a metric. But the ACA is not invariably hostile to the use of cost-effectiveness or comparative effectiveness information, so long as these approaches are employed without considering certain factors in a prohibited way. 49 Furthermore, different sections of the ACA limit the use of cost-effectiveness information in different ways. The limitations on the use of cost-effectiveness information to set essential health benefits, for instance, are more restrictive than the limitations on its use in PCORI or in Medicare. 50 I turn now to a discussion of these individual sections.
A. THE PATIENT-CENTERED OUTCOMES RESEARCH INSTITUTE

51
The ACA establishes, and provides funding for, the PCORI. PCORI is a nonprofit corporation whose core aim "is to assist patients, clinicians, purchasers, and ,52 policy-makers in making informed health decisions." The ACA directs PCORI to pursue that aim by researching the comparative risks and benefits of different treatments, and by disseminating its research findings to healthcare decision makers. 53 PCORI does not issue mandates; rather, it provides information that decision makers can rely on as they set priorities. 54 Although PCORI has been praised as a potential lever to limit high-cost, lowbenefit care, 55 the ACA limits the approach to priority setting that PCORI can take. Although the initial draft of the ACA authorized PCORI to assess "efficiency and value (including the full range of harms and benefits, such as quality of life)," 56 this 41 Mikochik, supra note 7, at 204-05. mandate disappeared in the final version of the ACA. 57 Instead, 42 U.S.C. § 1320el(e) mandates that, PCORI "shall not develop or employ a dollars-per-quality adjusted life year (or similar measure that discounts the value of a life because of an individual's disability) as a threshold to establish what type of healthcare is cost effective or recommended., 58 Many commentators have worried that section 1320e-l(e) eviscerates PCORI's ability to engage in any sort of analysis that considers costs as well as comparative effectiveness. 59 Barry Furrow, for example, argues that this section of the statute imposes "a prohibition on cost-effectiveness calculations" on PCORI, and "appears to explicitly block study of a treatment's cost-effectiveness.", 6 0 Elizabeth Weeks Leonard similarly notes that "PCORI is prohibited from generating QALY data, which commercial insurers, providers, and patients might use to compare cost effectiveness of treatment alternatives just as the President envisioned. , 61 And Larry Gostin and his co-authors note, "the final law inhibits the use of quality cost-effectiveness analysis in coverage, reimbursement, and incentive structures.", 62 I will argue that the ACA's limitation on the use of QALYs within PCORI does not announce a broad opposition to consideration of costs in priority setting, but rather pursues a more narrow aim: to ensure that patients with preexisting disabilities (like our osteosarcoma patient Caroline) are not disadvantaged in priority-setting decisions on the basis of the effect of their preexisting disability on their future quality of life.
Although the statute establishing PCORI defines several other terms, 63 it does not define a "quality-adjusted life year.", 64 However, QALYs are widely used by health economists when assessing the benefit of a medical or public health intervention or the approach will evaluate the procedure as providing thirty-five QALYs (fifty life years at a quality of life of 0.7). The appeal of the QALY is that it provides a single, unified way of accounting for the effects of medical interventions on both quality and length of life. As Matthew Adler has noted, a variety of administrative agencies have recently employed QALYs, or related units of measurement that consider an intervention's effect on both quality and length of life, when making regulatory decisions:
The FDA, over the last half-decade or so, has repeatedly relied on QALYs in its mlemakings ....
[T]he EPA has experimented with the so-called "value of statistical life year" (VSLY) approach to monetizing mortality, an approach closely related to QALYs .... The HHS, in a recent rulemaking facilitating flu and pneumonia vaccinations, cited the cost-effectiveness of these vaccinations in promoting "year[s] of healthy life," a synonym for a QALY. The Office of Management and Budget's (OMB) current guide for Executive Order 12,866, which requires formal regulatory analyses of major rules, stipulates that these documents must include a cost-effectiveness analysis in the case of rules targeted at public health and safety, and it gives a qualified endorsement to QALYs as an appropriate effectiveness metric. The Public Health Service's "Healthy People" initiative, an informational program which measures progress towards public health goals, employs QALYs as one of its key metrics. 68 The ACA's explicit rejection of the use of QALYs diverges from the programs Adler mentions, and raises the question of what lies behind the ACA's choice not to employ a QALY approach.
Determining how much a given disability detracts from quality of life is often done by employing a "time trade-off' design, where people are asked how much future 61 life they would give up in order to live that future life without disability. Such time trade-off questions can be posed both to non-disabled and disabled people: nondisabled people could be asked how much extra life would compensate for suffering a disability, while disabled people could be asked how much life they would give up in order to be cured of a disability. However, time trade-offs arguably confuse two types of questions: what ethicists call "axiological questions" (questions about which options produce the most benefit), and what they call "deontic questions" (questions about which options we ought to choose). 70 That Caroline regards forty-five years of life without a hearing impairment as personally preferable to fifty years of life with a hearing impairment does not entail that she regards it as good public policy to disadvantage someone with an incurable hearing impairment when deciding who should receive life-extending treatment. Yet QALY approaches give lower priority to extending the lives of already disabled people. This objection to QALYs may have found expression-in dicta-in one recent case, where the D.C. Circuit suggested that cost-effectiveness analysis should adopt an approach that, for policy purposes, treats disadvantages imposed on people with preexisting disabilities the same as disadvantages imposed on people without disabilities, even if the existence of a preexisting disability means that the disadvantage does not result in as great a change in well-being.
1
The ACA's reason for prohibiting PCORI from using QALYs as a threshold reflects this concern. The language of section 1320e-l(e), which refers not only to QALYs but also to any "similar measure that discounts the value of a life because of ,72 an individual's disability," indicates that QALYs are prohibited as part of a more general prohibition on the use of any method of measurement that treats extending a person's life as a lower priority when that person suffers from a disability than when she does not.
While PCORI does not make direct prescriptions about which individual patients should receive care, permitting PCORI to use QALYs could disadvantage persons with disabilities in at least two ways. First, other actors in the healthcare system might rely on PCORI's QALY-based recommendations when setting priorities for coverage, reimbursement, or incentives. For instance, life-extending treatments for people who frequently have other comorbidities might receive lower priority than life-extending treatments offered to healthy people. Second, PCORI-as a creation of federal lawmight expressively indicate a governmental endorsement of the view that extending the life of people with disabilities is a lower priority than extending the lives of others.
The objection that the ACA disadvantages people with disabilities is ambiguous in at least one important way. Return to the two ways that QALYs consider the quality of life that treating Caroline would produce. First, they consider limitations on quality of life that result from disabilities-such as her hearing impairment-that preexist the treatment she receives. Second, they consider limitations that result from disabilities, such as an amputated leg, that treating her would cause. When responding to Oregon's use of QALYs in Medicaid, HHS also identified the consideration of disabilities caused by treatment as objectionable, arguing that the Oregon plan, by giving higher priority to treatments that improved quality of life as well as extending life than to treatments that extended life without improving quality, disadvantaged people with disabilities. 73 In contrast, section 1320e-l(e) explicitly differentiates preexisting disabilities from those that result from treatment, and permits PCORI to consider the way that treatment affects future quality of life:
Nothing in the provisions of, or amendments made by the Patient Protection and Affordable Care Act, shall be construed to limit comparative clinical effectiveness research or any other research, evaluation, or dissemination of information concerning the likelihood that a health care treatment will result in disability. 74 This "result in disability" provision differentiates the treatment of preexisting disability from that of treatment-caused disability . 7 It permits PCORI to consider the fact that treating Caroline's osteosarcoma will mean the loss of her leg, even when it directs comparative effectiveness research to ignore the fact that Caroline is antecedently hearing impaired. Additionally, as I discuss in the next subpart, the "result in disability" provision permits the Medicare program to consider the effect of disability on treatment effectiveness. As such, it would permit consideration of the fact that Bill's terminal cancer would make many treatments ineffective for him. Rather than requiring healthcare priority setting to entirely ignore cost-effectiveness or ignore disability, section 1320e-l(e) rejects a specific aspect of QALY analysis: that QALY-based approaches systematically disadvantage those who are already disabled even when setting priorities for treatment unrelated to their disability."
My approach diverges from Nicholas Bagley's suggestion that PCORI may employ a QALY-based approach, even one that disadvantages people with disabilities, so long as it does not use QALYs as a threshold. Bagley has argued that the ACA permits PCORI to rank treatments by their cost-per-QALY, or to incorporate QALYs as one consideration in a system of priority setting, so long as PCORI's priority-setting arrangement considers other factors as well. Bagley's suggestion that QALYs may be used so long as they are not used as a strict threshold 7-parallels other efforts to continue considering a controversial factor so long as that factor does not represent the only reason for a given decision. The most obvious parallel is the use of race and ethnicity in employment and admissions decisions. 9 In Grutter v. Bollinger, the Supreme Court held that while a quota system that requires that a specific number of seats be set aside for minority applicants was constitutionally unacceptable because it permitted race to function as the sole factor determining whether an applicant was admitted, it was acceptable to "consider race or ethnicity more flexibly as a 'plus' factor in the context of individualized consideration of each and every applicant." ' Following Grutter, many universities shifted to holistic review, and were able to continue considering race as part of an effort to ensure a diverse student body."' However, courts and others interpreting the ACA do so in a different context than that of cases like Grutter. Grutter considers whether a state statute can consider race without violating the Constitution, 82 whereas those interpreting the ACA will be evaluating not whether considering disability status would be unconstitutional, but rather whether doing so is a faithful interpretation of the statute. Cases construing the ADA have resisted allowing disability status to be a disadvantaging factor in employment, even when disability status is not the sole factor underlying the employer's choice."' A recent Sixth Circuit en banc decision established that no federal circuit court now requires, for relief under the ADA, that an employee's disability be the "sole factor" underpinning an employer's decision to fire an 814 employee. In the Sixth Circuit, relief can now be granted in cases where the disability is a "but for" factor, 85 while other circuits go further, granting relief in cases where the disability is a "motivating factor.",1 6 Although the ACA's treatment of disability is not identical to that of the ADA, cases interpreting the ADA indicate that objections to the use of a factor or procedure that disadvantages people with disabilities can apply even when the disadvantaging factor is only one among many other factors. 7 Ultimately, although Bagley's employment of the "threshold" language is an inventive attempt to continue using QALYs as one factor among many, I do not believe the "threshold" language decisively establishes that PCORI may use QALYseven as one factor among many-without violating prohibitions on discrimination against people with disabilities. Courts interpreting the "threshold" language may instead construe the statute to prohibit at least some uses of QALYs where QALY factors play a substantial role in the ultimate recommendation. 88 Furthermore, the sections below indicate that restrictions on the use of QALYs elsewhere in the ACA would prohibit their use-as currently conceived-entirely, at least in some cases, which may lead courts to prohibit PCORI from using QALYs as well." In contrast, as I will discuss in Part III, adopting a method of cost-effectiveness analysis that avoids disadvantaging people with preexisting disabilities would avoid violating the restrictions that the ACA places on PCORI.
B. MEDICARE
The ACA also prohibits certain forms of priority setting within the Medicare program. Section 1320e-l(e) provides that Medicare may not use QALYs or similar factors that disadvantage people with preexisting disabilities "as a threshold to determine coverage, reimbursement, or incentive programs." 90 Meanwhile, section 1320e-1(c)(1) specifies that:
The Secretary shall not use evidence or findings from comparative clinical effectiveness research conducted under section 1320e of this title [i.e., by PCORI] in determining coverage, reimbursement, or incentive programs under subchapter XVIII in a manner that treats extending the life of an elderly, disabled, or terminally ill individual as of lower value than extending the life of an individual who is younger, nondisabled, or not terminally ill. 91 Section 1320e-1(c)(1) requires that three defined groups not be disadvantaged in priority setting within Medicare: the elderly, the disabled, and the terminally ill. 92 The protection of each group, as I argue next, poses a unique challenge to priority setting. Giving equal priority to people with disabilities limits the use of QALY approaches; giving equal priority to the elderly limits the use of age weighting; and giving equal 86 Id. at 324-25 (Clay, I., concurring in part and dissenting in part) (collecting cases). 17 See id. at 323-35.
" Cf Ogdenv. Bureau of Labor, 699 P.2d 189, 191 (Or. 1985) ("If the word 'solely' ... were given its literal meaning, forbidden age discrimination would occur only if age were the 'sole factor' in an employment decision, that is to say, only if the employer's explicit or actual policy were to give preference to an older or a younger employee without regard to any other characteristic, qualification, or performance. The commissioner is not bound to so limited a view of the law." priority to terminally ill people may-although I argue it ultimately does not-limit the use of any approach that considers a patient's future lifespan.
Individuals with Disabilities
Section 1320e-1(c)(1) clearly prohibits Medicare from considering additional years of life for a person with disabilities as less valuable than additional years of life for a non-disabled person. 93 It therefore prohibits the use of QALYs to determine "coverage, reimbursement, or incentive programs" within Medicare. Furthermore, it goes beyond section 1320e-l(e)'s restriction on the use of QALYs in PCORI and Medicare, because it prohibits all priority-setting methods for life-extending treatments that give lower priority to people with disabilities, rather than merely prohibiting their use as a threshold. 94 Therefore, even if integrating QALYs into a multi-factor system for setting priorities could permit their use within PCORI, as Bagley argued, section 1320el(c)(1) would still prohibit their use within Medicare. So long as any aspect of a priority-setting approach gives lower priority to providing a year to someone with a disability than providing a year to someone not disabled, that approach violates section 1320e-1(c)(1). 9 ' However, section 1320e-1(c)(1) does not entirely prohibit cost-effectiveness or comparative effectiveness research from considering whether someone is disabled. In particular, the statute permits consideration of the alternative to QALYs I discuss above and develop further in Part III-an approach that focuses on future life years and ignores quality of life. The permission to consider future length of life comes from section 1320e-l(c)(2)(A), which notes that section 1320e-1(c)(1)
shall not be construed to-(i) limit the application of differential copayments under subchapter XVIII of this chapter [i.e., Medicare] based on factors such as cost or type of service; or (ii) prevent the Secretary from using evidence or findings from such comparative clinical effectiveness research in determining coverage, reimbursement, or incentive programs under such subchapter based upon a comparison of the difference in the effectiveness of alternative health care treatments in extending an individual's life due to that individual's age, disability, or terminal illness. 96 This language indicates that Medicare coverage, reimbursement, and incentive programs can consider the effect of disabilities on a treatment's effectiveness at extending life. For instance, they can consider the fact that Bill's metastatic prostate cancer limits the effectiveness of any healthcare treatment in extending his life when deciding what priority for treatment he, and others with his condition, should receive.
The language of the statute, however, is ambiguous about what constitutes a difference in effectiveness at extending life. One interpretation, which I will call the "length-sensitive" interpretation of comparative effectiveness, would permit Medicare to consider the effect of disability on how much additional life a treatment can be expected to provide. For instance, if a chemotherapeutic drug has an equal chance of extending Bill's and Alice's lives, but could extend Alice's life for more years because her condition is less advanced, this interpretation would permit Medicare to treat Bill 93 id.
and Alice differently in terms of cost and reimbursement. Another interpretation, the "length-insensitive" interpretation, would only permit Medicare to consider the effect of disability on whether a treatment can effectively extend life. On this interpretation, Medicare could not favor Alice over Bill in the above situation, since each has the same chance of having his or her life extended by the treatment, even though the number of additional years the treatment provides is longer for Alice. Nothing in the statute compels us to choose the length-insensitive interpretation.
The Elderly
Section 1320e-1(c)(1) prohibits Medicare from considering additional years of life for an elderly person as less valuable than additional years of life for a younger person. 97 This serves to prohibit the use of what medical ethicists have called "ageweighted" theories of priority setting. 9 " In its simplest form, age weighting gives higher priority to extending the life of a younger person than it does to extending the life of an older person by the same amount. 99 As an example, age weighting would support treating Bill rather than Alice on the basis that Bill has enjoyed fewer years of life than Alice has, but such an approach would be ruled out by the statute's language.
Prominent medical ethicists have defended age weighting on a variety of grounds. Some of their arguments appeal to fairness. Robert Veatch and Alan Williams have argued that giving a younger person priority over an older person for an extra year of life is consistent with a more general principle of giving priority to those who have the least of a good when distributing that good. 100 That Alice has enjoyed eight cookies while Bill has had only six, for instance, would support giving Bill the next cookie out of the jar. Similarly, that Bill has had only six decades of life while Alice has had eight may support giving Bill priority for additional life. The legal scholar Eric Rakowski has similarly argued that giving priority to younger people is consistent with a principle of equality, since doing so best equalizes people's lifespans. 101 And Norman Daniels has offered an influential argument for age weighting based on prudence when planning one's life. 1 2 While Daniels supports a distribution similar to that proposed by Veatch and Rakowski, he does so for different reasons. Daniels reasons that since we all hope to live through different stages of life, we rationally should prioritize extending our lives earlier on, so that we live to be older, over extending our lives later on.103
Other arguments for age weighting appeal to efficiency. Daniels's colleague Frances Kamm has speculated that years of life-like money, housing, and other goods-may have diminishing marginal utility: each additional year of life that a 97 42 U.S.C. § 1320e-1(c)(1). person gains has less value than the preceding year. 1 0 4 Therefore, giving priority to younger people produces greater benefits. 105 Some have defended more complex forms of age weighting, which give different weights to different stages of life rather than constantly decreasing the importance of additional life as a person grows older. Ronald Dworkin argues that we should prioritize adolescents over both younger children and older people, 1 0 6 while Daniel Callahan has argued that we should simply set a threshold over which we assign no value to life extension. 1 0 7 Meanwhile, the World Health Organization's disability-adjusted life year approach has adopted age weighting on the basis that an extra year for a person in the middle of their life-a person who is more likely to be involved in caregiving or economic activity-provides more benefits to others than an extra year of life for an older person would. 1 08 In a recent law review article, Sean Hannon Williams notes: Originally, the fair innings argument split people into two groups: those who had surpassed the average life expectancy, and those who had not. The fair innings argument is compatible with a number of different groupings. For example, people might deserve a chance to accomplish certain major life milestones, each of which could be a relevant threshold for purposes of a fair innings argument. Different people might use different milestones, but there is likely to be widespread agreement that children deserve a chance to develop into adults, or perhaps to have children of their own. 109
Williams's conjecture about "widespread agreement" is supported by surveys of the public, which frequently find some endorsement of age weighting. 110 Given the multiplicity of age-weighted approaches, section 1320e-l(c)(1)'s prohibition on age weighting has clear significance. However, considering the provision's context substantially complicates its effects: section 1320e-1(c)(1) explicitly applies only to what the government can do within Medicare, which covers primarily patients sixty-five years of age and over. 111 As such, section 1320e-1(c)(1) would not substantially interfere with Callahan's proposal, which treats benefits to people who have lived a "natural life span" the same as middle-aged or young people, but gives them a lower priority than benefits to middle-aged or young people. 112 Most benefits to middle-aged and young people are not provided via Medicare; the only ("People care about the fact that children have more years ahead of them, but this is not necessarily all that people care about. For example, they may care that children have not had their fair innings yet. QALYs do not account for fair innings arguments, and thus it is reasonable to suspect that the social value of protecting children vs. adults will be higher than indicated just by their relative remaining QALYs. This suggests that some form of age-weighting could better align CEA with societal values regarding childhood risk reductions." (citations omitted)). See Williams, supra note 100, for further information on the "fair innings individuals below sixty-five covered by Medicare are some disabled individuals and individuals with end-stage renal disease. 113 In contrast, a prohibition on age weighting within PCORI, essential health benefits, or the Exchanges would have swept much more broadly, but such a provision was not enacted. Indeed, application of the expressio unius canon of statutory interpretation would suggest that the ACA's choice to prohibit age weighting only within Medicare permits age weighting elsewhere in the institutions governed by the ACA.
The Terminally Ill
The most puzzling part of section 1320e-1(c)(1) is its choice to prohibit Medicare from prioritizing life-extending treatments for healthier individuals over life-extending treatments for terminally ill individuals. 114 When considered alongside section 1320e-1(c)(2)(A), which permits the Secretary to consider the effect of terminal illness on the -'effectiveness of alternative health care treatments in extending an individual's life," ' 1 15 it is not clear what exactly this prohibition entails.
If we use the length-sensitive interpretation of effectiveness, discussed above, this prohibition simply prohibits weightings that count additional years of life for a terminally ill person as less valuable than the same number of additional years of life for someone not terminally ill. So it would require that the two years Bill receives from his treatment be given the same weight as the first two years that Alice receives from hers. But it would not prohibit priority-setting approaches that consider the fact that Alice, because her cancer is not metastatic, can get more additional years of life from treatment than Bill can.
In contrast, if we adopt the length-insensitive interpretation, this prohibition requires that priority setting ignore the fact that Bill stands to gain fewer life years from treatment, and consider only the chance that the treatment will extend his life. Under this interpretation, considering length of life is just as objectionable as considering quality of life. Just as section 1320e-l(c)(1)'s prohibition on disadvantaging people with disabilities recognizes Caroline's future life (despite its quality limitations) as just as worthy of preservation as anyone else's, the lengthinsensitive interpretation of section 1320e-1(c)(1) sees Bill's future life (despite its limited length) as just as worthy of preservation as anyone else's.
Although the length-insensitive interpretation may seem extreme, it has been endorsed in the literature, most prominently by the medical ethicist John Hats. Harris argues that since each person subjectively values her own future life as paramount, regardless of its length, we should not give priority to someone whose life will be extended for a long time by treatment over someone who can live, even if treated, for at most a short period. 116 In Hats' words:
[T]he anti-ageist argument denies the relevance of age or life expectancy as a criterion absolutely. It argues that even if I know for certain that I have only a little space to live, that space, however short, may be very precious to me. Precious, precisely because it is all the time I have left, and just as precious to me on that account as all the time you have left is precious to you, however much those two lifespans differ in length. So that where we both want, equally strongly, to go on living, then we each suffer the same injustice when our lives are cut short or are cut further short. 117 Harris makes an impassioned case for length insensitivity, but accepting his claims would have striking and counterintuitive implications. Priority-setting methods that adopt Harris's view would require us to be indifferent between extending someone's life for five minutes and extending someone else's for fifty years. 118 Ignoring differences in the amount of life different patients gain is ethically dubious in at least two ways. First, it requires a particularly strong version of the claim that interpersonal comparisons of well-being are impossible. Even if some interpersonal comparisons are challenging, certain particularly clear ones seem soluble; it seems reasonable to believe that the Romans lost more when Rome burned than Nero gained as he fiddled. 1 19 The same seems true when we compare five minutes of life to fifty years. Second, even if someone really could experience just as great a gain of subjective well-being by gaining five extra minutes as someone else could by gaining fifty years, fairness-to the extent it diverges from the maximization of subjective well-being-may still require giving priority to the person who would gain fifty years. Even if a wealthy but miserly person would gain just as much subjective well-being from gaining five dollars as a poor person would gain by doubling her meager income, fairness arguably still requires us to help the poor person first."'
As such, section 1320e-l(c)(2)(A) is better interpreted in a length-sensitive way. The most natural way of understanding the language permitting Medicare to consider a "difference in extending life" 12 1 would include not only differences in whether a treatment extends someone's life, but by how many years that life is extended. The length-sensitive interpretation, although it considers differences between patients when determining the potential effectiveness of treatments, regards an additional year of life for any patient as equally important. Individuals with short life expectancies, unlike the elderly or the disabled, are not a group elsewhere recognized in antidiscrimination law.
One potential hybrid between the length sensitive and length insensitive views would focus on the language in section 1320e-l(c)(2)(A) that permits "comparison of the difference in the effectiveness of alternative health care treatments in extending an individual's life due to that individual's age, disability, or terminal illness," and read the "due to" language to permit consideration of patients' different future lengths of life when that difference in length of life stems from an interaction between the patient's illness and the treatment. 122 fact that Bill's metastatic prostate cancer limits the amount of additional life that chemotherapy for that cancer can provide, but could not consider his cancer when evaluating the benefits of saving Bill from an unrelated illness, such as heart failure. Although this hybrid view is more plausible than the length-insensitive view, it construes "due to" overly narrowly. That Bill's metastatic cancer limits how effective heart disease treatments can be at extending his life by posing a second, independent threat to his life, rather than by interfering directly with treatment, does not prevent the cancer from counting as a limitation on heart disease treatment. Additionally, it is challenging to imagine how comparative effectiveness research could identify these sorts of fine distinctions in causal structure. The strongest argument for the length-insensitive interpretation of section 1320el(c)(2)(A) appeals to concerns about surplusage: permitting Medicare to consider the effects of terminal illness on a treatment's effectiveness in lengthening someone's life might appear to provide no special protection at all to people with terminal illnesses. However, it still prohibits one recognized form of priority setting that would disadvantage people with terminal illnesses, which is the use of thresholds that treat small amounts of life as irrelevant. 123 Even though the length-sensitive interpretation of section 1320e-l(c)(2)(A) permits Medicare to give lower priority to treatments for the terminally ill on the basis that treatment will add fewer years to their lives, it does not permit treating the future life of a terminally ill individual-no matter how short-as any less important than the same amount of future life for some other individual. Even though we can prioritize helping Caroline live for six more years over helping Bill live for six more months, section 1320e-1(c)(1) prohibits priority setting that would favor helping a healthy person live for six more months over helping a terminally ill person live six more months. 124
C. ESSENTIAL HEALTH BENEFITS
The next section of the ACA I discuss applies to any health plan offered through an Exchange within the ACA. This section sets standards for the "essential health benefits" that any plan offered through an Exchange must provide.
Nondiscrimination in Design
The ACA requires that, in defining a list of essential health benefits, the Secretary of the Department of Health and Human Services (HHS) "not make coverage decisions, determine reimbursement rates, establish incentive programs, or design benefits in ways that discriminate against individuals because of their age, disability, or expected length of life." 125 The requirement not to discriminate against individuals because of disability seems to parallel the restrictions placed on PCORI and Medicare, while the restriction on age discrimination seems parallel to the restrictions placed on Medicare.
However, the language here is less specific than the language of the Medicare and PCORI restrictions. While the Medicare restrictions specifically prohibit treating the extension of life for older, disabled, or terminally ill people as less important, 126 and the PCORI restrictions limit the use of QALYs because they disadvantage people with disabilities,"' the essential health benefit provisions refer to the more general concept of discrimination. 12 Depending on how we understand this concept, it may seriously limit the use of comparative effectiveness research in defining essential health benefits.
One interpretation of "discriminate against," which I'll call the "no-weighting" interpretation, defines discrimination against someone as treating a benefit to her differently, because of her disability, age, or expected length of life. This interpretation would treat section 18022(b)(4)(B) as parallel to section 1320e-1, which prohibits counting an extra year of life for Bill as less valuable because he is disabled, but does not prohibit counting five years of life for Alice as more valuable than two years of life for Bill, even when the reason that Bill cannot benefit more is his disability. 12 1 It would also allow us to consider the fact that some treatments may cause disability when deciding what priority to give those treatments.
In contrast, the "benefit-insensitive" interpretation would define discrimination to include all cases where someone receives a lower priority for a benefit because of her disability, age, or expected length of life-even where the lower priority stems from the fact that her disability, age, or expected length of life affects her prospect of benefit or its expected magnitude.
Many discussions of this language, as well as the related language in the Code of Federal Regulations, seem-at least on the surface-to embrace the benefit-insensitive interpretation. For instance, the National Patient Advocate Foundation (NPAF) argues that
[o]ne's expected length of life is precisely that-expected. The length of one's life is not certain and essential health benefit decisions should not make certain that which is merely expected by limiting care because of its cost. Rather, the decision regarding health benefit availability for those patients who are not expected to live very long should be left up to patients, their families and caregivers.130 NPAF's view clearly rejects any priority setting for essential health benefits that gives a lower priority to treatments that are not expected to produce many years of life 131 because their recipients have a very limited life expectancy.. In NPAF's view, health insurers must ignore the expected medical benefit of interventions when deciding which interventions to treat as essential. 132 Other advocates for expanded access, however, have not advanced such a sweeping interpretation. For instance, the Orthotic and Prosthetic Alliance argued that section 18022(b)(4)(B) requires that as long as a patient is motivated to ambulate and capable of doing so, prosthetic care is appropriate and the patient's age, disability status, or expected length of their life cannot be used by health plans to deny coverage for O&P [orthotic and prosthetic] care .... 133 Section 18022(b)(4)(B) only applies to essential benefits; age, disability, and other factors may be appropriate when setting priorities for nonessential benefits. 134 But, more importantly, the Orthotic and Prosthetic Alliance's interpretation of section 18022(b)(4)(B) requires the provision of prosthetic care only "as long as a patient is motivated to ambulate and capable of doing so.", 135 They would not prohibit a plan from refusing to provide a prosthetic to someone who will never walk again even if she receives the prosthetic, because some other disability prevents her doing so or because she is certain to die before she recovers enough to walk. 136 In so doing, they adopt not the benefit-insensitive view, but some sort of threshold view that patients who can gain sufficient benefit from an intervention (where their capacity to benefit may depend on their age, disability, or expected length of life), should be entitled to the intervention, even though their age, disability, or expected length of life limits the extent of the benefit they can receive. 137 Other contexts in law seem to adopt the no-weighting view, rather than the benefit-insensitive view. The tort system, for instance, permits judges and juries to consider the effect of a plaintiff's age, disability, and expected length of life on her future earning power when calculating the damages she receives, although it does not permit directly discounting future wages based on the fact that a plaintiff is disabled.131
Another interpretation of discrimination regards discrimination on the basis of age, disability, or expected length of life as the arbitrary use of these factors. We might think of this interpretation as mandating a sort of "rational basis test" for priority-setting decisions that consider age, disability, or expected length of life. Sara Rosenbaum argues that, rather than prohibiting the use of age, disability, and expected length of life in setting priorities,
[t]he statute bars discrimination, but not the use of patient characteristics when such characteristics rest on a reasonable clinical and scientific evidentiary base. A decision cannot be made "on the basis of age," but a decision based on clinical factors (age is a recognized clinical factor when, for example, age is used to determine when to immunize a child against certain diseases) would not be a decision based on age. 139 HHS appears to have adopted Rosenbaum's suggestion in its own interpretation of the ACA. 14 HHS noted that "[m]any commenters expressed concern that [the antidiscrimination provisions] would prevent issuers from employing traditional medical management techniques, with some requesting that we revise regulatory text to indicate that evidence-based techniques would not be considered discriminatory. Others expressed ongoing concern that medical management techniques were often 133 Orthotic & Prosthetic Alliance, supra note 41. 134 42 U.S.C. § 18022(b)(4)(B). 13 Orthotic & Prosthetic Alliance, supra note 41. 136 See id. 13 Cf Orentlicher, supra note 118, at 72-73. E.g., Loftin v. Wilson, 67 So. 2d 185, 188 (Fla. 1953) (holding that, when assessing damages, "the jury must consider the person's health, habits, occupation, surroundings and any other elements, which in his case will be likely to operate for or against his expected length of life, as well as the fact that his earning power may diminish as his physical and mental strength decline").
used as nuanced mechanisms for discrimination." ' 14 1 HHS's response to these commenters is that an insurance plan cannot act "in a manner that discriminates on the basis of membership in a particular group based on factors such as age, disability, or expected length of life that are not based on nationally recognized, clinically appropriate standards of medical practice evidence or not medically indicated and evidence-based.
HHS then gives the example that "a reasonable medical management technique would be to require preauthorization for coverage of the zoster (shingles) vaccine in persons under 60 years of age, consistent with the recommendation of the Advisory Committee on Immunization Practices," and concludes that "nothing in this section shall be construed to prevent an issuer from using reasonable medical management techniques."
South Dakota has adopted similar statutory language, specifying that "[i]ssuers may continue to use reasonable medical management techniques that are evidence based." 1 44 HHS's and Rosenbaum's attempts to define discrimination as conduct that falls outside of recognized medical practice are tempting: they delegate to the medical and scientific professions the task of defining when considerations of age, disability, and expected length of life are appropriate in healthcare. However, these definitional decisions are not technical ones. Rather, they are value judgments, which physicians have no special expertise in making.1 45 For instance, physicians may decide-and indeed have decided-that certain transplants are not indicated for patients over a certain age. But physicians' custom does not necessarily make their choices about medical priorities just. 146 Furthermore, defining discrimination as noncompliance with custom makes it hard to see how new customs could evolve.
Finally, since the essential health benefits requirements are regulations on private plans offered through the Exchanges, it is worth considering a different interpretation of section 18022(b)(4)(B): that the language is actually intended to target efforts by insurers to exclude people they expect to have long lives. 14 45 CFR § 147.104 provides:
A health insurance issuer and its officials, employees, agents and representatives ... cannot employ marketing practices or benefit designs that will have the effect of discouraging the enrollment of individuals with significant health needs in health insurance coverage or discriminate based on an individual's race, color, national origin, present or predicted disability, age, sex, gender identity, sexual orientation, expected length of life, degree of medical dependency, quality of life, or other health conditions. The placement of this language suggests that it aims to prohibit insurers from cherrypicking healthy patients or violating other provisions of antidiscrimination law, 149 not that it aims to prohibit insurers from considering the fact that a treatment may result in disability or may fail to extend life as much as an alternative.
Nondiscrimination in Provision
The section on essential health benefits also contains language that prevents the denial of benefits classified as essential to individuals based on certain factors. 150 It requires that the Secretary: ensure that health benefits established as essential not be subject to denial to individuals against their wishes on the basis of the individuals' age or expected length of life or of the individuals' present or predicted disability, degree of medical dependency, or quality of life. 151 Similar language also exists in a section on Medicare Advantage demonstration projects, which provides that:
The criteria employed under the demonstration program under this section to evaluate outcomes and determine best practice guidelines and incentives shall not be used as a basis for the denial of medicare benefits under the demonstration program to patients against their wishes (or if the patient is incompetent, against the wishes of the patient's surrogate) on the basis of the patient's age or expected length of life or of the patient's present or predicted disability, degree of medical dependency, or quality of life. 152 Section 18022(b)(4)(D) pertains to the provision of benefits antecedently 'established as essential," and thus operates in conjunction with section 18022(b)(4)(B), which proscribes discrimination in the determination of which benefits are essential. 153 However, even if section 18022(b)(4)(B)'s prohibition on discrimination is understood expansively, section 18022(b)(4)(D) will still be relevant. A health benefit defined as essential using nondiscriminatory criteria might still in practice be denied to individuals in a way that violates section 18022(b)(4)(D). And the Medicare Advantage provisions are particularly significant, since Medicare is not otherwise prohibited from considering the effect of age, disability, or terminal illness on treatment effectiveness. 154 Section 18022(b)(4)(D) and similar statutes may require the provision, at a patient's request, of treatments even in cases where the treatment provides minimal benefit or could be harmful to the patient. For instance, it might interfere with Oregon's Medicaid program's efforts to restrict access to cancer treatment "with an 149 See Greaney, supra note 147, at 827. "' 42 U.S.C. § 18022(b)(4)(D) (2012). intent to prolong survival" on the basis of quality of life:
Treatment with intent to prolong survival is not a covered service for patients who have progressive metastatic cancer with 1) severe co-morbidities unrelated to the cancer that result in significant impairment in two or more major organ systems which would affect efficacy and/or toxicity of therapy; OR 2) a continued decline in spite of best available therapy with a non reversible Karnofsky Performance Status or Palliative Performance score of <50% with ECOG performance status of 3 or higher which are not due to a pre-existing disability. 155 This Oregon language has been challenged by a coalition of cancer advocacy groups, who allege that it constitutes a violation of section 18022(b)(4)(D). 156 However, although section 18022(b)(4)(D) is broader than section 18022(b)(4)(B), since it prohibits decisions "on the basis of' certain factors rather than merely prohibiting discrimination on the basis of those factors, 157 Oregon might argue that its policy is justified on the basis of medical inappropriateness, or on the basis of a physician's duty not to harm, rather than on the basis of bare life expectancy.
To settle the dispute, agencies and courts would have to offer their own interpretations of the "on the basis of' language. The construction of similar text in other statutes, such as the Age Discrimination in Employment Act, the Age Discrimination Act, and the Americans with Disabilities Act, has been much debated. 158 Some cases have suggested that "on the basis of' requires proof of proximate causation, 159 while others note that consideration of age may be appropriate where consideration of other factors is categorically prohibited. 16 There is also active debate over whether subtle differences in language between statutes affect the applicability of case law interpreting similar statutes. 161 Minnesota's state statutory language on essential health benefits similarly states that:
,'Clinically effective" means that the use of a particular health technology or service improves or prevents a decline in patient clinical status, as measured by medical condition, survival rates, and other variables, and that the use of the particular technology or service demonstrates a clinical or outcome advantage over alternative technologies or services. This definition shall not be used to exclude or deny technology or treatment necessary to preserve life on the basis of an individual's age or expected length of life or of the individual's present or predicted disability, degree of medical dependency, or quality of life. 162 The definition of "cost-effective" contains an identical proviso. 16 3 However, the Minnesota language differs subtly from the ACA's essential health benefits language: rather than applying to all health benefits, the Minnesota statute only prohibits the use of clinical effectiveness or cost-effectiveness data to deny access to treatment where the treatments in question are "necessary to preserve life." 164 Ultimately, assessing how to understand the antidiscrimination requirements on the provision of essential health benefits may depend on the details of the benefits in question. If the benefit is a low cost treatment that minimizes pain and suffering and whose effectiveness does not differ drastically between patients, then it could make sense not to deny a benefit on the basis of differences in medical benefit that stem from age, disability, or short life expectancy. Providing such a benefit, regardless of whether its effectiveness is low because of the patient's comorbidities or advanced age, might have the expressive significance of recognizing the patient's continued membership in the community, and the importance of responding to her preferences about healthcare. 165 Such considerations might outweigh concerns about low costeffectiveness.
In contrast, if some benefits regarded as essential are high cost, last chance treatments whose benefit is almost nonexistent for some already very ill patients, preventing the consideration of age, disability, or prognosis seems much harder to defend. Requiring the provision of such treatments would require the healthcare system to incur high costs and could place physicians in the position of providing medical care they professionally regard as harmful.
Ultimately, the most challenging cases involve high cost treatments that do prevent pain and suffering. In such cases, a pure cost-effectiveness approach would consider the differing extents to which the treatment prevents pain and suffering in different patients, while an approach that ignores prognosis would treat patients identically. Where the treatment to be provided will not be provided to everyone, treating patients identically has the expressive virtue of equal regard for all, but the disadvantage of ignoring differences in patients' needs and capacity to benefit. test discussed in Gross"); Brian S. Clarke, Grossly Restricted Pleading: Twombly/Iqbal, Gross, and 
Fairness to Diverse Segments of the Population
The essential health benefits section contains language that requires a much broader shift away from thinking in traditional cost-effectiveness terms than any of the other text does. This section specifies that essential health benefit determinations must "take into account the health care needs of diverse segments of the population, including women, children, persons with disabilities, and other groups. , 166 This section would prohibit the selection of essential health benefits simply by beginning with the most cost-effective interventions and proceeding down the list until some cutoff point was reached. 167 Rather, choices about essential health benefits should be fair to different relevant subgroups within the population. For example, even if the greatest net benefit could be obtained by providing services that reach only urban populations, appropriately considering the needs of subgroups requires deviating from the strict pursuit of total benefit. Among the most major challenges section 18022(b)(4)(C) poses is the question of which "diverse segments" are relevant. While the statute specifies that women, children, and persons with disabilities must be considered when setting priorities, it leaves open which other categories might be relevant. In its Final Rule on Essential Health Benefits, codified at 45 C.F.R. § 156.125, HHS stated that an issuer of insurance fails to provide essential health benefits if "its benefit design, or the implementation of its benefit design, discriminates based on an individual's age, expected length of life, present or predicted disability, degree of medical dependency, quality of life, or other health conditions," ' 169 or discriminates "on the basis of race, color, national origin, disability, age, sex, gender identity or sexual orientation.17
The most likely provisions to produce debate are those familiar to antidiscrimination law but also clearly relevant to medical practice, such as age and disability, as well as those unfamiliar to antidiscrimination law, such as length and quality of life, and degree of medical dependency. Some of the factors discussed in section 156.125, such as race, color, national origin, gender, gender identity, and sexual orientation, 171 are somewhat less likely to produce debate. However, given that some vulnerabilities-such as sickle cell trait and prostate cancer-are directly connected to these factors, and many others are correlated with them, these antidiscrimination rules may play a role here as well.
That the Final Rule employs the concept of discrimination based on a factor, rather than categorically stating that certain factors can never be considered, places the question of which forms of priority setting constitute discrimination front and center. 172 Perhaps the most important threshold questions here will involve the line between "reasonable medical management techniques," which the regulation regards as nondiscriminatory, and discriminatory designs. is unclear what types of conduct HHS believes would cross the line, nor do the rules indicate the process that will be used to monitor discrimination. The Preamble . . . however, clarifies that HHS expects that states, as the primary enforcement arm of [essential health benefit] requirements as an insurance market regulatory standard, will take the lead in enforcing this provision (as well as other provisions of the Act related to market reforms). An unknown issue is how states are approaching the problem of insurance discrimination, how discrimination is defined, or the procedures that will be used to identify discrimination (plan document reviews; actual review of coverage decisions and claims payment). Presumably individuals may appeal coverage denials on the basis of the discrimination prohibition, which offers one mechanism for reviewing plan conduct. 173 This lack of clarity has prompted worries from providers. 174 Concerns about whether benefit designs are discriminatory fall into three broad categories. One set of concerns focuses on whether designs treat individual participants differently based on health condition; 175 another set focuses on whether designs systematically disadvantage individuals (e.g., all individuals with diabetes or all organ transplant candidates) on the basis of their membership in an illness-based class. 176 A third set of questions concerns insurance designs that systematically disadvantage individuals who are members of non-illness-based classes-for instance, women or children. 177
a. Discrimination Against Ill Individuals
If 45 C.F.R. § 156.125(a) is read to require that individuals not receive differential treatment from insurers based on their health conditions, the regulation's impact on efforts to set priorities and promote cost-effectiveness might be substantial. The National Association of Insurance Commissioners notes that "[t]his provision might be interpreted as preempting state laws that permit medical necessity limitations on coverage or promote the cost-effective delivery of benefits, except to the extent that they constitute the kind of 'reasonable medical management techniques' permitted by available at http://ssrn.com/abstract-2362942 (reporting that "one insurer questioned whether the use of age-based clinical criteria (such as preventive services recommended only for children or adults of a certain age) would be considered 'reasonable medical management techniques' (which is allowed under federal regulations) or discriminatory based on age (which is prohibited)"). 171 HHS under 45 CFR § 156.125(c)." ' 178 For example, a recent presentation asks whether a variety of benefit designs might constitute discrimination, such as formularies that exclude drugs and devices subject to registries; restrictions of patients on many prescriptions to a single pharmacy provider; value-based designs that eliminate copayments and coinsurance for generic drugs while maintaining them for branded drugs; and "fail first" policies where patients must first try the preferred drug before receiving alternatives. 179 Many of these designs have the potential to maintain a high overall level of medical care while containing costs, but could disadvantage specific individuals who suffer adverse events from the interventions that are overall most costeffective. For example, formularies may serve the interests of the patient population as a whole while disadvantaging specific patients: a recent commentary alleges that formularies "subordinate the heterogeneity of patient need and response to the primacy of cost control." ' 18 While policies catering to each individual's unique medical situation might be desirable in an ideal world, some disadvantage to individuals with unusual or costly medical needs seems inevitable and, while disadvantaging, not objectionably discriminatory. Every population-wide rule, from the age of majority to the speed limit, invariably has negative impacts on certain individuals. While systematic disadvantage to a protected class would warrant remedial action, the mere fact that a rule has winners and losers does not. Permitting individuals who lose out under a systematically applied, evidence-based guideline due to their individual medical situation, rather than any membership in a protected class, to prevail on complaints of discrimination would make the application of guidelines impossible and, more importantly, would stretch the meaning of discrimination beyond recognition. While a few individuals have challenged regulations as arbitrary under the Equal Protection Clause (in what are called "class of one" cases) and prevailed, 181 such claims must involve intentional discrimination-or, in some courts' view, animus-motivated discrimination' 2--between individuals who are strictly identically situated: the uniqueness of an individual's situation is not enough to support a "class of one" claim. how individuals should be treated by decision makers exercising discretion:
Suppose, for example, that a traffic officer is stationed on a busy highway where people often drive above the speed limit, and there is no basis upon which to distinguish them. If the officer gives only one of those people a ticket, it may be good English to say that the officer has created a class of people that did not get speeding tickets, and a 'class of one' that did. But assuming that it is in the nature of the particular government activity that not all speeders can be stopped and ticketed, complaining that one has been singled out for no reason does not invoke the fear of improper government classification. Such a complaint, rather, challenges the legitimacy of the underlying action itself-the decision to ticket speeders under such circumstances. Of course, an allegation that speeding tickets are given out on the basis of race or sex would state an equal protection claim, because such discriminatory classifications implicate basic equal protection concerns. But allowing an equal protection claim on the ground that a ticket was given to one person and not others, even if for no discernible or articulable reason, would be incompatible with the discretion inherent in the challenged action. It is no proper challenge to what in its nature is a subjective, individualized decision that it was subjective and individualized. Like the police officer's decision, an insurer's decision to provide treatments for one patient but not another should not be subject to equal protection review without an allegation of inappropriate classification. 1 85 Furthermore, in contexts like insurance where limited resources are being deployed, allowing "class of one" claims would invariably impose losses on others, frequently those greater in number but less powerful. For instance, allowing a "class of one" plaintiff to compel an insurer to provide her with brand name treatments that best cater to her unique physiology will mean that other plan participants pay higher prices for generic drugs due to a loss of economies of scale. 186 The ACA should not encourage this extreme form of interest group policymaking. 1 8 7 For this reason, I agree with the Employee Retirement Income Security Act (ERISA) Industry Committee's call for HHS to make clear that insurers may employ a population-wide guideline rather than needing to provide specific, tailored benefits for the needs of particular individuals. 188 ... Public Comment Letter from the ERISA Indus. Comm., to the Internal Revenue Serv. (Sept. 7, 2010) (on file with the Federal eRulemaking Portal), available at http://www.eric.org/forms/uploadFiles/ 2390800000106.filename.ERIC Comments Preventive Services Reg090710.pdf ("The Departments also should make clear that a plan may limit its coverage to the preventive services that are appropriate for the general population defined by the recommendations and guidelines (for example, men aged 35 and older):
b. Discrimination Against Medically Defined Classes
Rules subjecting all patients with a given health condition to a given type of treatment come closer to violating existing antidiscrimination provisions. However, as a threshold matter, the Equal Protection Clause does not treat classifications based on health needs or illness as protected classes. Absent additional statutory law (such as the ACA), legislation disadvantaging individuals on the basis of health classifications would be subject to rational basis review.'" The Supreme Court has struck down legislation disadvantaging mentally ill individuals according to disease classifications, but on the basis that the legislation was prejudiced rather than on the basis that the classifications were protected. 190 In doing so, the Court noted that if the large and amorphous class of the mentally retarded were deemed quasi-suspect for the reasons given by the Court of Appeals, it would be difficult to find a principled way to distinguish a variety of other groups who have perhaps immutable disabilities setting them off from others, who cannot themselves mandate the desired legislative responses, and who can claim some degree of prejudice from at least part of the public at large. One need mention in this respect only the aging, the disabled, the mentally ill, and the infirm. We are reluctant to set out on that course, and we decline to do so. 191 Courts have refused, for this reason, to strike down medical coverage rules as equal protection violations. 192 Although the Equal Protection Clause applies mere rational basis review to legislation disadvantaging individuals along illness-based lines, statutory law (such as the ACA) can justify subjecting such legislation to more searching review by defining legislation that imposes disadvantage along illness-based classifications as violations of the statute. However, courts have also been hesitant to interpret statutory antidiscrimination language in the ADA and the Rehabilitation Act, which prohibit discrimination against people with disabilities, to prohibit benefit designs that provide different levels of coverage for patients with different conditions. In Bernard B. v.
Blue Cross and Blue Shield of Greater New York, the Southern District of New York rejected plaintiffs' claim that the Rehabilitation Act barred an insurer from excluding mental health benefits from an insurance plan, stating that:
The logical consequence of plaintiffs' contention would be to mandate that, if any medical benefits were provided, there could be no benefits excluded regardless of the costs of providing the treatment in question or the preferences of the insured group. We do not believe that Congress intended to prohibit all medical insurance which was less than total in its coverage, for the necessary consequence of such a ruling would be either the plan is not required to cover more frequent screenings or other additional services for specific individuals within that population who might be at higher risk for a particular condition (for example, a man with a family history of cardiovascular disease)."). "9 City of Cleburne v. Cleburne Living Ctr., 473 U.S. 432 (1985) (holding that a distinction between the mentally ill and others must be rationally related to a legitimate government purpose).
' 90 There is no evidence to suggest that Defendants intentionally, and without a rational basis, singled out Lopez and refused to screen or treat just him.").
to end all medical insurance or to require drastic reduction in the amount of allowable benefits for those risks of primary concern to the covered employees. We do not believe that the Rehabilitation Act mandates that the decision between, for example, dental or psychiatric coverage, assuming cost considerations preclude both at a reasonable benefit level, is one which cannot be left to the employer, his employees and the insurer."' Similarly, in Alexander v. Choate, the Supreme Court refused to interpret the Rehabilitation Act to strike down a reduction in covered hospital days within Tennessee's Medicaid program, noting that:
... Medicaid programs do not guarantee that each recipient will receive that level of health care precisely tailored to his or her particular needs. Instead, the benefit provided through Medicaid is a particular package of health care services, such as 14 days of inpatient coverage. That package of services has the general aim of assuring that individuals will receive necessary medical care, but the benefit provided remains the individual services offered-not 'adequate health care.' ... To conclude otherwise would be to find that the Rehabilitation Act requires States to view certain illnesses, i.e., those particularly affecting the handicapped, as more important than others and more worthy of cure through government subsidization. Nothing in the legislative history of the Act supports such a conclusion. Section 504 seeks to assure evenhanded treatment and the opportunity for handicapped individuals to participate in and benefit from programs receiving federal assistance. The Act does not, however, guarantee the handicapped equal results from the provision of state Medicaid, even assuming some measure of equality of health could be constructed. The Alexander Court went on to note that interpreting the Rehabilitation Act to produce maximal advantage for patients with specific illnesses would be both unworkable and unfair to other groups:
[T]o require that the sort of broad-based distributive decision at issue in this case always be made in the way most favorable, or least disadvantageous, to the handicapped, even when the same benefit is meaningfully and equally offered to them, would be to impose a virtually unworkable requirement on state Medicaid administrators. Before taking any across-the-board action affecting Medicaid recipients, an analysis of the effect of the proposed change on the handicapped would have to be prepared. Presumably, that analysis would have to be further broken down by class of handicap-the change at issue here, for example, might be significantly less harmful to the blind, who use inpatient services only minimally, than to other subclasses of handicapped Medicaid recipients; the State would then have to balance the harms and benefits to various groups to determine, on balance, the extent to which the action disparately impacts the handicapped. In addition, respondents offer no reason that similar treatment would not have to be accorded other groups protected by statute or regulation from disparate-impact discrimination.
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Lower courts have interpreted Alexander to foreclose similar attempts to require insurers to provide coverage for individuals' or groups' specific needs. 19 6 However, other courts have been more willing to apply antidiscrimination law to healthcare decisions that disadvantage patients with specific diseases. The Eighth Circuit compelled an insurer to provide coverage in Henderson v. Bodine Aluminum, Inc., holding that "if the evidence shows that a given treatment is non-experimental that is, if it is widespread, safe, and a significant improvement on traditional therapiesand the plan provides the treatment for other conditions directly comparable to the one at issue, the denial of that treatment arguably violates the ADA." 197 And the Ninth Circuit held in Rodde v. Bonta that a locality could not close a hospital that treats patients with disabilities while leaving other hospitals open. 198 There have also been debates about priority setting at the level of physicians and hospitals. Several courts have refused to interpret the ADA and the Rehabilitation Act's antidiscrimination provisions to require hospitals to treat patients with specific illnesses, such as infants and adults with disabilities'" and patients with HIV, 2 00 or to provide patients with disabilities with legal remedies for nontreatment or negligent treatment related to their disabling illness.] 1 However, other courts have been more willing to step in, for instance, to indicate that the ADA requires the treatment of an anencephalic infant, and would also require a hospital to ignore the fact that a patient 202 is likely to die of other causes when deciding whom to treat, or provide recourse under the Rehabilitation Act for medical judgments that are capricious or reflect stereotypes about individuals with certain medical conditions. 3 In a 2011 law review article, Wendy Hensel and Leslie Wolf argue that courts should be willing to critically review meso-level and macro-level policies set by governments and insurers to consider whether these policies are responsive to the needs of particular individuals. 2°4 The authors maintain that courts should not apply federal antidiscrimination law (as opposed to state tort and malpractice law) to microlevel, individualized priority-setting decisions, such as physicians' judgments as to how specific patients should be treated.2 5 In support of this claim, Hensel and Wolf point to an unpublished Department of Justice opinion suggesting that physicians would violate the ADA by categorically excluding a patient with Down syndrome from access to organ transplantation rather than engaging in "an individualized ,206 assessment of her actual abilities."
Some have similarly argued that organ transplantation eligibility rules should be revised to require individual assessment of medical condition by a physician, 2°7 and California and New Jersey have in fact adopted laws to this effect. 2 08
The suggestion that physicians' individualized judgments warrant greater or most failures to treat may not fall within § 504, that discerning which failures to treat are discriminatory may be difficult, and that applying § 504 in this area may intrude into the traditional functions of the State do not support the categorical conclusion that the section may never be applied to medical decisions about handicapped infants."); Univ. Because the professional's decision pertains to and can be evaluated in the context of a particular patient and his actual need for treatment, it is necessarily based, at least to some extent, on an individualized determination as mandated by the ADA. It may be that once this threshold is crossed, the legitimacy and reasonableness of medical decisions are most appropriately evaluated in the context of state tort law and professional standards of care, rather than in the context of antidiscrimination laws. In contrast, sweeping policies that preclude or significantly limit entire categories of people with disabilities from receiving medical care in advance of actual need necessarily are based on generalizations concerning status. Their legitimacy depends on whether scientific evidence establishes that no individual in the excluded class could possibly qualify for or benefit from the medical treatment at issue, or whether the exclusionary criteria is actually based on prejudicial stereotypes and myths. It is precisely this type of inquiry that Congress intended to reach through the ADA and the Rehabilitation Act, and such policies should be subject to judicial review." (footnotes omitted)). deference than higher level priority-setting choices is particularly interesting because it inverts the frequent suggestion that priority-setting decisions that may disadvantage specific patients or groups of patients should be made at the insurer or governmental level, rather than by individual physicians, in order to safeguard the physician-patient relationship and protect physicians from experiencing divided loyalties.2 9 However, the Supreme Court has suggested that courts applying antidiscrimination law should defer not only to physicians' medical judgments (which, as Hensel and Wolf suggest, frequently reflect an individualized assessment of patients' needs 210 ), but also to "the judgments of public health officials in determining whether an individual is otherwise ,211 qualified unless those judgments are medically unsupportable." Public health, unlike clinical medicine, has as its emblem precisely the sort of broad-spectrum, societal, non-individualized interventions (from water fluoridation to iodized salt to bans on secondhand smoke) that may have differential impacts on individuals with different 212 needs, and which Hensel and Wolf criticize.
There is not yet sufficient case law to provide a sense of how courts will view the ACA's antidiscrimination provisions, and in particular whether they will interpret these provisions to mandate the provision of insurance coverage or medical care to individuals with specific illnesses, as courts have been reluctant to do where the ADA 213 and the Rehabilitation Act are concerned . Some, however, have already called for such an interpretation. A group of researchers at the Georgetown University Health Policy Institute recently argued:
Prior to the ACA, federal and state law included some nondiscrimination protections, but most have had only a limited effect in ensuring that coverage meets the needs of all consumers. Through its broad incorporation of new standards, the ACA is designed to address this gap by prohibiting discrimination based on health status, disability, age, race, gender, and sexual orientation, among other factors. In preventing discrimination against certain groups-and, in particular, the sick-the ACA takes significant steps towards ensuring that private health insurance meets the needs of the most vulnerable. 4 They go on to state that "[b]y prohibiting insurers from offering coverage that discriminates based on race, national origin, sex, age, disability, gender identity, sexual orientation, expected length of life, or significant health needs, the ACA represents a significant shift away from many existing discriminatory practices.", 215 Although I agree with these authors that existing antidiscrimination law has not substantially ensured that coverage meets every customer's needs, I am less certain either descriptively that the ACA ensures this outcome or normatively that such an outcome 209 See Hall, supra note 12, at 703-11 (reviewing opposition to priority setting at the physician level). 210 See Hensel & Wolf, supra note 204, at 744-50. 316-17 (1994) ("Within the scope of an entitlement program such as Medicaid, however, the decision of what benefits to provide rests with public health officials so long as they are truly exercising their professional judgment in a reasonable manner. It is part of a public health care professional's job to assess treatment options and then decide, using their medically based health care judgment, whether that treatment warrants implementation." (footnotes omitted)). 212 would be desirable.
Others, conversely, have argued that the ACA's incorporation of the Rehabilitation Act and other antidiscrimination law into its text already serves to bar insurance designs that disadvantage patients and subgroups. An HIV advocacy group, for instance, recently argued:
If single pill regimen antiretroviral therapy is excluded from a formulary, for example, the necessity of reverting to a multi-pill regimen may result in an increase in side effects and a lowered rate of compliance. This, in effect, is a prohibited discrimination based on a disability-in this case, HIV-that falls under the purview of the exchange regulator to address. This sort of activity is prohibited under rules against benefit design discrimination and under Section 1557.216
At least with respect to section 1557, which incorporates the Rehabilitation Act and other antidiscrimination law, this suggestion is incorrect. Doe v. Mutual of Omaha clearly states that the Rehabilitation Act does not prohibit insurance designs that in practice disadvantage patients with HIV. 217 The question is whether the ACA's new provisions concerning health status discrimination legislatively override Doe as applied to health insurers. Waiting periods represent one area where specific guidance has already been issued. Commenters on an Oregon statute complained that a twenty-four-month waiting period for organ transplants violates the ACA's anti-discrimination provisions. 2 During May 2014, Centers for Medicare and Medicaid Services (CMS) issued guidance expressing concern that "waiting periods for specific benefits discourage enrollment of or discriminate against individuals with significant health needs or present or predicted disability," and stating that "a plan that includes a waiting period for any type of transplant would discriminate against those whose conditions make it likely that they would need a transplant: those with kidney disease, heart conditions, or similarly critical and life-threatening ailments.", 219 CMS went on to state that "with respect to plans that must provide coverage of the essential health benefit package, issuers may not impose benefit-specific waiting periods, except in covering pediatric orthodontia, in which case any waiting periods must be reasonable ,220 pursuant to section 156.125." CMS did also provide that "[tlhis clarification refers to a waiting period that is applied uniformly to a specific benefit within the plan design and not reasonable medical management,", 221 CMS's opinion represents a major departure from pre-ACA court decisions regarding insurance coverage, which were reluctant to strike down coverage decisions that were uniformly applied, even when they worked to the disadvantage of some patients . Courts have hitherto been highly deferential to the judgments of physicians and hospitals when considering what constitutes appropriate treatment of a medically defined class-what medicine gives, medicine can take away. 223 CMS's opinion suggests that HHS, at least, is willing to intervene more aggressively in priority-setting decisions to ensure that medically defined classes are not disadvantaged. This stance has been welcomed by disease advocacy groups charging that "individuals with highcost chronic and acute conditions like cancer" are those at the greatest risk of discrimination. 24 However, CMS leaves the justification for its position ambiguous when it notes that waiting periods "discourage enrollment of or discriminate against" patients with specific illnesses. The "discourage enrollment" language suggests concern that private insurers will cherry-pick cheaper, healthier customers by failing to provide benefits, such as transplants, sought by sicker, more costly patients. In such a scenario, the cherry-picking insurers would be displacing the cost of treating sicker patients onto their competitors in the market or onto government-provided plans of last 225 resort.
Such conduct would be inconsistent with the ACA's goal of expanding 226 access to healthcare. However, the "discourage enrollment" language would not justify prohibiting waiting periods within Medicaid plans such as Oregon's. Such waiting periods do not deter the enrollment of patients needing transplants, since they have no alternative to Medicaid. Rather, they impose a burden on patients needing transplants in order to control costs and provide benefits to other plan participants. Such a priority-setting decision involves a value judgment, but not obviously an inappropriate one, particularly when refusing to impose a waiting period would disadvantage other-perhaps less visible-Medicaid beneficiaries, such as children needing preventive care. CMS would be making a mistake if it employed the "discriminate against" language to classify waiting periods within Medicaid or Medicare as impermissible discrimination.
CMS is also attempting to assess whether plans are employing discriminatory benefit designs by conducting an "outlier analysis": Arkansas's regulations note that "[w]ith respect to prescription drugs, CMS has indicated they intend to review plans that are outliers based on an unusually large number of drugs subject to prior
The outlier analysis approach is better grounded than blanket bans on priority-setting efforts such as waiting periods, because it limits cherry-picking without impinging on cost control. If a plan is subjecting an unusual number of drugs for a given condition to prior authorization or step therapy, in comparison to other plans, this at least suggests that the plan is attempting to discourage the enrollment of unhealthy individuals. 2 2 But if all plans are subjecting drugs for a certain condition to prior authorization, while this may be disadvantageous for the condition's sufferers, it does not saddle any one plan disproportionately with the costs of treating a costly condition and thus concern is lessened that a single plan is cherry-picking customers.
CMS has also suggested additional ways in which it plans to prevent the use of discriminatory benefit designs. CMS's 2014 Letter notes that "CMS also intends to propose in future rulemaking a review of prescription drugs based on clinical appropriateness that states may choose to implement.", 229 CMS also notes that it will scrutinize plans for "[d]iscriminatory cost-sharing language," which "would typically involve reduction in the generosity of a benefit in some manner for subsets of individuals other than based on clinically indicated common medical management practices." '23° Like the restriction on waiting periods, this provision is ambiguous in its justification, although its placement within a section that begins with a discussion of practices that discourage the enrollment of ill patients may suggest that this scrutiny would also focus on chery-picking rather than on disadvantage to specific subsets.
c. Discrimination Against Protected Classes
Other priority-setting decisions may target classes that are not defined in terms of a medical condition. Some worry about discrimination against children, whose medical guidance to this effect. 32 The National Women's Law Center has suggested that, 'while the [essential health benefits] rule states these requirements do not prevent issuers from 'appropriately utilizing reasonable medical management techniques,' these techniques cannot be used in ways that discriminate." 33 However, the language of the regulation suggests that if a technique is reasonable, then it by definition does not discriminate, even if it may disadvantage some patients.
In response to the regulations' lack of clarity about whether they permit prioritysetting decisions that work to the disadvantage of protected classes, the Family Equality Council expressed concern about devolving all enforcement to states, and called on CMS to "develop a clear standard for what constitutes a discriminatory benefit design.", 2 34 More specifically, the Council called for a broad definition of what constitutes a discriminatory benefit:
This standard must address both individual cases of intentional discrimination and benefit designs that are facially neutral but that have the effect of systematically disadvantaging members of protected classes. Ultimately, this standard must make clear that the determination of whether a coverage limitation or exclusion is discriminatory should turn on the degree to which the benefit design is based on sound standards of clinical appropriateness rather than on arbitrary distinctions between health conditions or personal characteristics. To assist federal and state regulators and insurance carriers in rectifying discrimination in benefit design, CMS should follow up on the final rule with subregulatory guidance explaining how to evaluate products for impermissible discrimination and providing examples of discriminatory benefit designs such as those listed above. In addition, CMS should require trained evaluators in each state to regularly and transparently review insurance contracts for discriminatory benefit designs and to ensure that issuers act quickly to remedy identified instances of discrimination. Where CMS determines that a state is not fulfilling its responsibilities in this area, CMS should establish a review procedure that goes beyond existing procedures for Medicare Advantage and Medicare Part D to focus on ensuring that all services deemed part of the essential benefits are available to all eligible individuals for whom they are medically necessary, without arbitrary discrimination on the basis of any protected personal characteristic. 35 The Council's call for enforcement procedures that assess "clinical appropriateness" and medical necessity recalls Rosenbaum's suggestion that HHS rely on clinical 236 judgment when deciding when the consideration of a factor is discriminatory. However, its discussion of "benefit designs that are facially neutral but that have the effect of systematically disadvantaging members of protected classes",2 37 draws attention to a challenge that antidiscrimination statutes have systematically facedwhether they only target intentional discrimination, or also reach what is called "disparate impact." 238 The Supreme Court has been increasingly hesitant to find in favor of plaintiffs alleging disparate impact under a variety of antidiscrimination statutes. 39 It is unclear whether the ACA's antidiscrimination language will form an exception to this trend, or instead continue it.
D. ADDITIONAL REGULATIONS ON PLANS OFFERED THROUGH EXCHANGES
While the Essential Health Benefit provisions discussed above apply to plans offered through Exchanges, the ACA also contains two sections that further regulate plans offered through the Exchanges.
Preventing Death at Any Cost
First, the ACA prohibits Exchanges from excluding plans "on the basis that the plan provides treatments necessary to prevent patients' deaths in circumstances the Exchange determines are inappropriate or too costly." '24° This provision has limited scope. At least on its face, it does not require that plans provide treatments necessary to prevent patients' deaths, nor does it exempt plans from having to provide essential 241 health benefits or meet the other requirements that Exchanges impose . If plans are providing costly lifesaving treatments, then they are affording this either by reducing their profits, raising premiums, or cutting benefits elsewhere. All these choices are perfectly acceptable-at least in a competitive marketplace-as patients can take their business elsewhere if they prefer lower premiums or more generous benefits at the expense of heroic treatments for rare, costly diseases.
However, if this language were interpreted to allow plans to fail to provide essential health benefits, or to exempt programs from the ACA's other regulations on health plans, it could pose problems. Such a conflict could arise if providing costly lifesaving treatments led to a provider receiving low scores on clinical quality measures, if doing so interfered with the pursuit of quality improvement, or if a benefit design that provided such treatments discouraged the enrollment of individuals with serious health needs. The last might initially seem improbable, but such a scenario is possible if, for instance, a plan prominently offered a costly lifesaving treatment for rare childhood diseases, one that might be of little value to older patients with chronic conditions that cost the insurer more to treat. 242 Another effect of this provision is that it would limit Exchanges' efforts to apply 23 Chrisler, supra note 234. 238 Ricci v. DeStefano, 557 U.S. 557, 577 (2009) ("Title VII prohibits both intentional discrimination (known as 'disparate treatment') as well as, in some cases, practices that are not intended to discriminate but in fact have a disproportionately adverse effect on minorities (known as 'disparate impact')."). 239 traditional cost-effectiveness analysis as a cutoff for which plans are included as qualified health plans: even if preventing deaths via costly treatments reduces a plan's 243 cost-effectiveness, Exchanges may not use that fact as a reason to exclude a plan. However, Exchanges may still use effectiveness and cost-effectiveness data to provide consumers with information. 244 For example, the same section of the ACA also provides that the Secretary "shall develop a rating system that would rate qualified health plans offered through an Exchange in each benefits level on the basis of the relative quality and price," and "shall include the quality rating in the information provided to individuals and employers.", 245 These price-quality ratings could employ traditional cost-effectiveness data, even if they led to plans that offer costly lifesaving care receiving lower ratings, since the data is not being used to block access to plans, but to inform consumers about the different options available within different plans. Finally, the language employed here-that of "preventing death"-is notable. Medical treatments can extend life, but they cannot, ultimately, prevent death. The idea of a clear cutoff between treatments that prevent death and those that do not is dubious. While a very few treatments may improve quality of life without increasing its length, many others serve to extend the length of life. Placing special importance on preventing imminent death serves to endorse what Albert Jonsen calls the "Rule of Rescue," which places special importance on saving someone from imminent death, regardless of the cost and, perhaps more importantly, regardless of whether that person 246 will then be in stable health or will instead be menaced by other health problems. While this principle is frequently embraced in practice, it has also been frequently 241 criticized as an inappropriate and wasteful method of distributing scarce resources.
Clinical Trials and "Life-Threatening Conditions"
The second provision that prioritizes the prevention of imminent death refers to 2481 clinical trials. It requires that health insurance plans not deny individuals participation in certain clinical trials, nor discriminate against individuals who participate in such trials, and that they receive coverage for routine costs associated with trial participation. 49 However, the language requires only that patients be allowed, without disadvantage, to participate in "a phase I, phase II, phase III, or phase IV clinical trial that is conducted in relation to the prevention, detection, or treatment of cancer or other life-threatening disease or condition." 25 0 It defines a life-threatening condition as "any disease or condition from which the likelihood of death is probable unless the course of the disease or condition is interrupted.", 251 Yet there are many serious medical conditions that do not fall under this category, 243 [i]f all ... individuals could make themselves visible victims of rationing in need of rescue, it would subvert all just schemes of health care rationing, including last chance therapies.").
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including communicable diseases like human papilloma virus (HPV), neurological conditions like autism, 253 and other conditions such as chronic pain. 254 Indeed, some of these conditions are arguably more serious and pressing healthcare priorities than some life-threatening conditions. For instance, untreated heart arrhythmia will almost certainly lead to imminent death, but we have a sound grasp on effective treatments, 255 namely pacemakers.
However, while autism does not "lead to death unless interrupted," we have no idea how to effectively treat it, and it can impose serious 256 burdens on individuals with autism and their families. Research on interventions for autism is therefore almost certainly more important than research on alternative treatments for heart arrhythmias. Yet the ACA's emphasis on preventing imminent death seemingly permits healthcare plans to deny patients with non-life-threatening conditions access to clinical trials that could benefit them and could also advance the development of treatments for those conditions. By prioritizing life-threatening conditions over communicable diseases or chronic and painful illnesses, this provision imposes a top-down set of priorities that does not necessarily reflect scientific or medical expertise, cost-effectiveness, clinical effectiveness, or the values of patient communities. Indeed, on the expansive understanding of discrimination that CMS's prohibition on waiting periods suggests, this prohibition might discriminate against patients with serious conditions that are not life-threatening.
III. ACHIEVING COST CONTROL AND QUALITY IMPROVEMENT WITHIN THE ACA'S LIMITS
While the ACA, as I have argued, likely goes too far in limiting the use of traditional cost-effectiveness analysis, it also offers an opportunity for healthcare funders and decision makers to think innovatively about how to control costs and improve quality without falling afoul of the ACA's requirements. In this section, I consider three aspects of the ACA: (1) its emphasis on fairness to people with disabilities; (2) its discussion of age weighting; and (3) its antidiscrimination provisions. Additionally, I propose ways that healthcare priority setting can change in order to take these requirements into account.
A. DISABILITY
Rather than attempting to use traditional cost-effectiveness analysis in combination with other factors and to avoid the "threshold" language, PCORI could treat the restrictions as an opportunity to design a unit of measurement for costeffectiveness that does not disadvantage people with disabilities.
The challenge for those attempting to improve cost-effectiveness while not disadvantaging people with disabilities is to achieve these three goals: a) Prioritize treatments that improve length of life; b) Prioritize treatments that cure disabling conditions, or prevent people from suffering disabilities; and c)Regard extending the lives of people with disabilities and extending the lives of people without disabilities as equally choiceworthy. QALY-based methods achieve the first two goals, but not the third."' Switching to a simple life year method achieves the first and last goal, but not the second.
As an alternative, I propose adopting a multidimensional measure of costeffectiveness, which treats life extension and quality improvement as independent but relevant factors, rather than combining them into a single measure. Call this the LYAQ (life years and quality) method. To illustrate, under the LYAQ method, extending the length of someone's life by thirty years at a cost of $300,000 would have a cost-perlife-year of $10,000. Improving the quality of someone's life by curing or preventing blindness would also have a value, say $50,000. But, once blindness is cured or prevented, the fact that the person whose life is extended is sighted rather than blind is not used as a "weighting" factor in assessing the value of the intervention.
The LYAQ method does not treat an extra year of life for an older person as less important, as an age-weighted view does, nor does it treat an extra year of life for a disabled person as less important, as the QALY view does. Rather, it treats an extra year of life as equally important for everyone, but gives priority to those who can receive more future life from a given treatment: its aim is to get the greatest "bang for the buck," to employ medical resources in a way that extends life as much as possible. The reason for giving the older or more disabled person lower priority, on the forwardlooking view, is not that they have enjoyed more past life or that the future life they gain will be of a lower quality; rather, it is that their age or disability prevents them from gaining as much future life from the treatment. A younger or less disabled person with a limited life expectancy would receive the same treatment, on the forwardlooking view, as someone whose limited life expectancy is caused by age or disability.
The LYAQ method has some counterintuitive features. In particular, this method treats an intervention that cures blindness as equally important regardless of whether treatment will allow a patient to enjoy full vision for a lifetime or only for a few years. However, these features seem necessary to prevent disability discrimination. Furthermore, there are empirical reasons to believe that the primary harm of disability comes during the period of adaptation to disability, rather than through ongoing disability. 5 ' The LYAQ approach captures this phenomenon. It also does a better job of responding to the potential incommensurability of length and quality.
This method could be brought closer to traditional cost-effectiveness analysis, while still minimizing the disadvantage to disabled individuals, by only counting additional years of life as valuable if keeping a patient alive in that condition would not constitute medical futility. This unit might be called a "non-futile life year" (NFLY). Shifting from a QALY to a NFLY metric would capture one part of what is valuable about considering quality, while avoiding discrimination against people with disabilities such as blindness or mobility impairment. It would also base prioritysetting decisions on a concept-medical futility-that is accepted by legal decision makers. 25 9 The NFLY proposal resembles the medical ethicist Frances Kamm's
For a recognition of this limitation, see Paul Menzel, How Should What Economists Call "Social
Values" Be Measured?, 3 J. ETHiCS 249, 260 (1999) (labeling this problem the "QALY trap"). 28 
B. AGE-WEIGHTING
Despite the rhetoric about "death panels" and "killing Grandma" that accompanied the ACA's introduction, surveys of the public systematically show an endorsement of the view that, all else equal, younger individuals should receive some 261 priority over older individuals when scarce interventions are at stake.
There is no existing law that categorically prevents providers from engaging in age weighting when setting priorities, and the public preferences suggest that age 262 weighting has broad popularity.
Additionally, age weighting does not obviously involve a self-serving bias: while not everyone will develop a particular disability or 263 illness, almost everyone will live through different stages of life. This counsels in favor of an interpretation of the ACA that permits medical providers to engage in age weighting, particularly when the interventions at stake-as with organs for transplantation-are absolutely scarce. 64 What has explained resistance to age weighting in priority-setting debates? One of the clearest explanations involves a problem that the noted medical ethicist Norman Daniels identified more than twenty years ago: losses for older patients due to age 265 weighting are not always converted into gains for younger patients . Rather, age weighting might be used to generate surpluses of money that are used in the private sector to increase health insurers' profits or in the public sector to pursue other priorities such as military spending. The possibility that healthcare losses for some will not translate into greater access for others, but instead be siphoned off to projects outside the healthcare system, explains why "saying no to patients in the United States is so hard., 26 6 However, the ACA's provisions help to reduce the risk that age weighting will be used to bolster military spending or increase health insurers' profits. Most prominently, the ACA requires that health insurers return excess revenue to plan subscribers rather than retaining it as profit. 67 This provision makes healthcare more like the "closed system" that Daniels discusses, 268 and makes age weighting less objectionable than it hitherto would have been, though not necessarily unobjectionable.
C. FAIRNESS TO DIVERSE SEGMENTS OF THE POPULATION
The ACA presents healthcare policymakers with an opportunity to consider, in greater depth, the equity of how benefits are distributed. QALY-based approaches have traditionally looked at the total health impact on the population when calculating cost-per-QALY figures, rather than considering who receives the health benefits from specific interventions. 269 As the health economist John Mullahy notes, this means that QALY approaches are insensitive to different interventions' effects on health inequalities between individuals or groups, so long as the total number of QALYs 270 under each policy is the same.
I have argued above that priority-setting approaches that favor individuals whose diseases happen to be cost-effectively treatable are not unfair. 271 Disease status is not an inappropriate basis for medical judgments, nor are individuals with specific diseases considered members of protected classes for legal purposes. In contrast, priority setting should aim to be fair to individuals from diverse groups within a population: if prostate cancer and colon cancer treatments are equally good from a cost-per-QALY perspective, but prostate cancer treatments provide health benefits only to men, the ensuing disparity in benefits between the sexes seems relevant. The same is true for treatments that have disparate benefits for particular racial or ethnic groups.
Ultimately, rather than solely focusing on total population health, a more complete priority-setting metric would consider health inequalities as well. The adoption of a more complete measure would parallel, for example, the decision to deemphasize antigen matching criteria for kidney transplantation, which helped to drastically reduce 272 the extent that black patients are disadvantaged when seeking organ transplants.
V. CONCLUSION
Thinking seriously about priority-setting challenges within the ACA's reimagined vision of American healthcare suggests the possibility of a more pluralistic vision of healthcare, where some choose plans that prevent imminent death at any cost while others choose plans that spend more heavily on cost-effective care. By retaining a private insurance system rather than transitioning to a single-payer system like the British National Health Service, the healthcare reform efforts that culminated in the ACA left open the possibility that different health plans could cater to the heterogeneous preferences of different members of the public. 273 Ultimately, my verdict on the ACA's effect on priority setting is mixed. The provisions I discussed have the potential to be deeply consequential: they cannot be easily circumvented by advocates of traditional, technocratic cost-effectiveness 269 22 Coleman, supra note 10, at 1122 ("For example, the system does not rely on HLA antigen matching for kidney transplantation, in part because such an approach would systematically favor white over black analysis, as some have asserted. As such, they are potentially dangerous: to the extent that they promote a view that considerations of cost and effectiveness are completely outweighed by the gain of even a moment of life, they threaten the possibility of achieving the healthcare system we need-one that supports public health while reining in rising costs. But they also offer the possibility of breaking through a standoff between technocrats and social conservatives, with the former clinging to oversimplified measures like the QALY while the latter criticize any consideration of cost when lives are at stake. Taking seriously the challenge that the ACA's provisions pose requires a health care system that does justice to the complexity of our values.
